
be avoided by arthrectomy or partial resection of the
joint.
LOCATION OF FOREIGN BODIES BY ELECTRO-MAG-

NETISM.

Kummer located a sewiug-iieedlo imbedded in the
right knee by means of a magnet.21"A needle was driven into the knee by a blow.
Eight days later the movements of the joints were

painful, and synovitis developed. It was impossible
by palpation to locate the foreign body. The knee
was placed upon an electro-magnet charged with a
curreut of about ten ampères; on carrying a galvano-
meter over the surface after removal of the magnet,
a deviation was evident. By repeated searching with
the galvanometer the position of the foreign body was

accurately determined and the direction of its long
axis also became apparent. The surface was marked
witii nitrate of silver and the following day the opera-
tion was performed. Incision was carried down to
the capsule of the joint without finding the needle.
On placing a galvanometer needle iu the wound, such
an action was manifest that the operator felt no hesi-
tation in opening the joint. A considerable quantity
of sanguinolent synovia escaped, and the needle was
found in the upper angle of the incisión, lying between
the synovia and the fibrous capsule, and corresponding
closely in position with that marked on the surface by
the aid of the galvanometer,"
Kocher had a patient in whom, after anomalous

nervous symptoms, lasting many months, a needle was
discovered by means of the galvanometer ; aud Du-
mont records a case in which a primary operation was
unsuccessful in removing tho foreign body ; but a
second operation, aided by tho galvanometer, enabled
the operator to reach the seat of trouble. In addition
several cases are cited by Graeser, Lauenstein, and
Kaliu.
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The Holy Coat at Tkeves.
—

Among the mira-
cles announced as resulting from the exhibition of the
Holy Coat at Trêves are the curing of the withered
arm of an abbé, the restoring of the sight of blind per-
sons, aud the curing of cripples. Each case is declared
to be supported by medical testimony, but the details
will not be published until the exhibition of the relic
is finished.

21 Kevuo Med. do la suisse Bomande, No. 10,1890 j American Jour-
nal of the Medical Sciences, vol. cl, No. C, June, 1891, p. 028.
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WEDNESDAY.

—

SECOND DAY.

THE REMOTE RESULTS OF THE REMOVAL OF THE
OVARIES AND TUBES.

Dr. William T. Lusk, Referee, of New York,
opened the discussion on this subject:
It must be admitted, in fairness, that the removal

of diseased ovaries and tubes is followed in many cases
by the relief of local pain ; thut the removal of pus
collections, whether in the tubes or ovaries, eliminates
a source of danger to life ; that when properly per-
formed the dangers of the operation, quoad vitam, are
small, not to be weighed for a moment against the
terrors of chronic invalidism.
What is the usual later history of cases of double

oiipborectomy, where the operation bus been skilfully
performed, and the recovery from the same bus been
speedy and complete? The central event is the cessa-
tion of the menses. By calling this the central event
1 mean to indicate that the woman bus lost, in the dis-
appearance of the menses, the most distinctive sign of
sexual activity. At the same time, the uterus dimin-
ishes in size, the vagina becomes narrow and shrunken
and its transverse ridges are effaced. In many instances
the vaso-motor disturbances, such us the hot flashes,
und profuse perspirations serve as efficient reminders
that the climacteric due at fifty bus been reached, let
us say, at twenty-six.
The result of removal of healthy organs for a variety

of nervous derangements, as was to have been expected,
has proved a failure. In u few instances, contrary to
my better judgment, I have operated in accordance
with this indication, but 1 have never seen the slight-
est benefit accrue. The same wearisome experience
has fallen to the lot of many of my colleagues. 1 am
therefore tempted to assert that the performance of
normal ovariotomy for epilepsy and insanity is to be
regarded ub hardly better than malpractice.
The extent and frequency of serious mental changes

as a consequence of the removal of tho uterine append-
ages is a question which calls for very careful investiga-
tion. One of my patients operated upon five years
ago is now insane. 1 know nothing of her family his-
tory, but can state that she was not " queer " at the
time of the operation. The recovery from the latter
was uncomplicated and she left the hospital "cured."
There is no truce now of pelvic trouble, but the puins
have returned, and she now sits all day blooding upon
the change that bus takeu place as regards her physi-
cal state. The reports of operations us to the connec-
tion of castration with mental changes differ widely.
Some deny any connection between the two events,
while Glaevecko noted melancholia in eleven out of
thirty-three patients. In the table furnished by Dr.
C. C. Lee, which was compiled from carefully-kept
records, it is Been that depression is noted in nine cases
out of twenty-six. In one instance, at the end of a
year, and in three at tho end of two years, the patients
recovered their wonted spirits. Two of the unimproved
patients were epileptic. Dr. Lee's report does not tell
a very encouraging story.
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A review of the results of Mr. Tait's operation
shows that as a rule the change of life is effected with-
out unusual disturbances, without loss of womanly
graces, and that the sexual appetite in many cases per-
sists. On the other hand, in certain cases, fistulas,
hernias, adhesions, local inflammations, and a variety
of physical changes complicate the issue. In some
instances the relief is immediate, in many it is long
delayed ; in a few it never comes at all.
The more the question is studied, the moro clear it

becomes that the loss of her ovaries does make a differ-
ence to a woman. It is time to echo in this country
Doleris's cry in France :" Too many useless mutila-
tions ; not enough conservative gynecology."
There will always be a field for the beneficial em-

ployment of Mr. Tait's operation, but its author never
intended it as a panacea for every feminine ailment.
At the risk of having the finger of scorn pointed at

me, I do not hesitate to confess that in cases of enlarged
and tender tubes I resort to rest, the vaginal tampon,
douches, massage, faradism and a tonic regimen. If
the tubal swelling is intermittent, and is associated with
a narrow cervical canal, I am not afraid to use Goodell's
dilator to secure free drainage of the uterine cavity.
If the damming up of secretions in the tubes is the re-
sult of adhesions, 1 try to break them up by combined
manipulations, according to Schultz's method, provided
the tube-sacs do not contain pus. If I am in doubt, as
regards this point, I employ an exploring needle passed
upward through the vagina. I am in accord with
Landau, Munde, Grandid and others, who maintain
that one can often effect a cure by the withdrawal of
the fluid through the vagina, and iu a pyosalpinx which
is near the vagina, 1 do not hesitate to open aud drain
from below. If, owing to the presence of a pus-tube,
or of well defined ovarian disease, or where owing to

uncertainty of diagnosis or failure of treatment, it is
decided to open the abdomen, it will be well in future
to consider the recommendations of Martin and of
Polk, not in all cases to remove the entire organs,
but to study in each case with care, whether by re-
moving simply the portion affected with disease it
may uot be possible at the same time to relieve pain,
and preserve the feminine function.
It cannot be too often repeated that the successful

removal of an organ is not a triumph of art, but a
confession of defeat.
Du. Wiiauton Sinklek, Co-referee, of Philadel-

phia, spoke as follows :
In considering the results of the removal of the

uterine appendages, two questions are to be consid-
ered : first, if tho removal of the ovaries was resorted
to for disease of these organs ; and, secondly, if the
operation was done for disorders of the nervous system
which were aggravated at the menstrual period, and
which it was hoped could be cured by causing cessation
of menstruation.

1 have known many most satisfactory results to fol-
low the removal of the ovaries and tubes for pyosal-
pingitis, ovaritis, and other inflammatory conditions of
these organs : aud the general testimony is, that it is
in these conditions that the operation is followed by
the best permanent results.
The physiological effects appear to be the same,

whether the organs removed have been diseased or

healthy. The age at which the operation was done
has some bearing on the symptoms which follow.
Young subjects present more marked phenomena than

older persons. When the uterine appendages have
been removed before puberty, or near the beginning
of the menstrual function, the development of sexual
characteristics is arrested. If, however, these organs
are removed after full womanhood, no change takes
place in the peculiar feminine characteristics. These
are universally admitted facts. The phenomena which
follow the removal of the ovaries, as Tait expresses it,
"match in all other respects the process of the climac-
teric change." This is about the gist of the matter,
We find in almost all caBes as soon as the patient has
recovered surgically, that the various symptoms be-
longing to the change of life are present. The most
prominent of these are the flushings and sweatings so

commonly seen at the menopause. These occur most
frequently during the first few months after the oper-
ation, sometimes annoying the patient intensely. These
symptoms reach a climax in from three to six months,
gradually disappearing in a year, or a year and a half.
Disturbances of the heart's action are common, and

rapid pulse (tachycardia) is a not infrequent symptom.
There is a wide-spread impression that women upon

whom this operation has been done gain in flesh rap-
idly, and becomo course and masculine in appearance.
This is entirely erroneous. It has never been my ex-
perience to see, or hear of, a woman who has become
unfeminiue in the contour of the bust or limbs in con-

sequence of removal of the ovaries.
The growth of hair on the lip and chin does not

occur any more frequently thun it does in women
whose ovaries huve never been tampered with.
Patients often suffer from various nervous troubles

after removal of the uterine appenduges ; they are often
restless and irritable, or depressed mentally. In some
cases there is merely mental depression or mild melan-
cholia; in others, there is either acute mania immedi-
ately following the operation, or a mild form of insan-
ity gradually deepens and becomes a chronic mania.
It is only fair to call attention to the fact thut acute
mania may follow other surgical operations. The num-
ber of cases following oöphorectomy is large. Dr. T.
Gaillard Thomas has reported six cases of mental dis-
turbance following gynecological operations. Mairet
has collected twenty-live cases of insanity following
operations from his personal experience. Dr. William
Goodell Btates that two of his patients became insane
a few mouths after the operation. Dr. Graeme M.
Hammond reports a case of ucute insanity followingovariotomy in four or five days. Dr. E. E. Montgom-
ery records two cusob, out of twenty-live to thirty, who
became insane after the operation, 1 huve under my
own observation several cuses of insunity after removal
of the ovaries.
The consensus of opinion respecting the sexual ap-

petite after castrutiou in women, is that it is but little
affected. The effects of the removal of the ovaries
upon sexual appetite proves what bus long been be-
lieved to be the cuse; namely, that the sexual desire
does not depend upon the ovaries but upon the centres
in the spinal cord. I have seen two cases in which
ouanism persisted after the operation the same as be-
fore.
As to the benefit derived by patients who have un-

dergone oöphorectomy for insanity, epilepsy, hysteria,and the different forms of neuralgia and nerve trou-
bles, there are a large number of eases who do make
a good recovery after the removal of the offending or-
gans. In cases of extreme dysmenorrhœa this is con-
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spicuously true. On the other hand, a vast number
of patients, who are temporarily relieved by the oper-
ation, in a few months are in as bad a condition as
ever.
Dit. S. Weib Mitchell had seen many cases of

ovariotomy where the ovaries ought never to have beentouched. Judging from his experience of the past, he
feared that among the most reckless operators will be
the women operators of the future. He thought that
greater thoughtfulness and more general medical con-
science was needed in this matter. Every new medi-
cine and every new operation is apt to induce excesses
either in medicino or surgery. After a while these
cure themselves, often after heavy cost. As an exam-

ple of this, the introduction of the bromides was re-
called. These ovarian cases have not gone on long
enough to give really remote histories. We want to
know what becomes of women, operated on at eighteen
to twenty, ten or fifteen years afterwards. The histo-
ries of such cases as thigh amputations ten or fifteen
years later, show remarkable changes in the nervous

systems of the patients. In a long professional expe-
rience, he had only iu lifteeu eases been forced to call
upon the surgeon for removal of the ovaries. The
practical abolition of the death penalty in surgery has
produced an amount of temptation in the surgical mind
which is responsible for a good deal of the mischief
under consideration, and has made men too ready to
operate without medical consultations. This operation
should never be done by a surgeon without consulta-
tion with a physician. Dr. Mitchell related four cases,
all youug married women, and all from California,
who had been condemned at homo to lose their ova-
ries. In one case Dr. Goodell believed that no other
cure was possible. Under Dr. Mitchell's care they
were all cured. All are happy women to day, and it
is three years since the last one was cured. All have
had children since, and are able to do everything that
a woman should do. Had their ovaries been removed
they would have doubtless gotten well, and have had
reasonably happy lives ; ho preferred to get them well
without crippling thorn in any way.
Du. James J. Putnam reported that he had sent a

circular to most of the gynecologists and surgeons in
Boston, in order to report their experience and opin-
ions iu so far as they had not hitherto been published.
The groat majority of them had answered that they
had not used oophoroctoiny in tho treatment of ner-
vous symptoms. Twenty-four hitherto unpublished
cases had, however, been given by Drs. F. W. John-
son (11), John Ilomans (8), J. W." Elliot (5).
Eight of these had apparently been benefited by the

operation, the good result not appearing sometimes
for a number of months. In one case the patient did
not improve for three years, and for that reason this
case was not included among those reported as bene-
fited. The remaining cases had not been benefited.
In several cases maniacal symptoms had followed the
operation, but those symptoms had only been of tem-
porary duration, except in two or three cases where it
was subsequently found there had been previous indi-
cations of insanity. Dr. A. T. Cabot was also referred
to as having had two cases of ovariotomy in which
serious mental disorder had followed, which in one
case lasted for many mouths.
In summing up and stating his own opinion, which

he believed to be also that of the surgeons quoted, Dr.
Putnam said that the recent advances in our knowl-

edge of neurasthenia and its treatment, had made most
of the neurologists distrustful of those modes of treat-
ment which were not based upon a recognition of the
fact that serious nervous symptoms are rarely due to
local irritations alone. The physician is bound, there-
fore, to leave no stone unturned before resorting to a
measure which the patient may afterwards deeply re-

gret. It is also true that if we determine not to re-
sort to such measures except in the last extremity, we
shall often find it possible to get on without them. At
the same time, while the physician should conscien-
tiously weigh the objections to the operation, ho is
equally bound not to forget that it has, in many indi-
vidual cases, proved of priceless benefit.
Each case should be judged on its own merits, and a

physician should take care that his own temperament
and bias do not stand iu the way of the patient's wel-
fare.
Dr. AV. T. Gairdner, of Glasgow, thought that in

Scotland there was not the same reckless surgery
which had been alluded to, although the necessity for
caution doubtless exists. He could heartily endorse
almost everything in Dr. Lusk's paper. He related
a case which came under his notice many years ago,
of a young lady who suffered positive agony at every
meuBtrual period, und had this occurred in recent
years the question of removal of the ovaries would un-

doubtedly have been raised. She married, and after-
wards had only one of these terrible attacks. She
became pregnant, and from that time her whole life
has been entirely free from any of the former trouble.
She has borne nine children, and is an excellent
mother. A case of this kind, before the mind of
everybody who is placed in contact with the question
of excising the ovarios of an unmarried woman, will beof service.
Dr. C. C. Leu said that for the past ten years he

has kept careful records of the cases which he had
operated upon for removal of ovaries, either for local
disease or diseases of the nervous system. He had
yet to see a single case of benefit after a lapse of five
years where the removal of the appendages was done
for neurotic conditions, and he knew of no case that
was not benefited where there was distinctly ascer-
tained structural disease of the appendages. The re-
moval of the uterine appendages is not only legitimate,
but is a necessity in all cases where a permanent
structural lesion has been made out, and these lesions
be thinks cun be accurately diagnosed. When this
operation is done within proper limitations, it is one
of tho most bénéficient of modern surgical resources.
Dr. Wathen thought the Association deserved

thanks for having brought this subject before the pro-
fession of this country ; the utterances made by its
members will tend to control the excesses that have
been committed in abdominal and pelvic, surgery. He
could not conceive of any instance in which ovaries
and tubes, considered in a physical examination as

normal, should be removed, no matter what the neu-
rotic condition of the patient. He strongly urged the
practice of conservative surgery of the pelvis.
Dr. Lusk said that his position at present was this:

That there are a certain number of cases that he did
not know how to treat any better than by taking out
the ovaries and tubes. But there are so many cases
that he now cures without operation, which five years
ago he would have considered it impossible so to cure,
that be is in hopes that as time goes on he will Btill
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further reduce the number of cases in which operation
¡8 called for. It is necessary that we should spread
abroad the idea that the performance of a laparotomy
and the removal of ovaries and tubes is not a stupen-
dous form of surgery. He and Dr. Lee were general
practitioners, but the cases upon whom they had oper-
ated have produced as good results as have been
achieved by the most distinguished of the pelvic sur-
geons.
NBUVE-STRETCIHNG IN INVETERATE TRIGEMINAL

NEURALGIA,

by Dr. James Stewart.
Dr. Stewart confined himself entirely to the con-

sideration of those inveterate cases of trigeminal neu-
ralgia, which are usually described under the name of
epileptifonn neuralgia. This term includes not only
those cases attended by spasm of the facial muscles,
but also that class of cases where the neuralgic par-
oxysm comes on with great suddenness and lasts a few
seconde, and which persists for years in spite of all
the ordinarily employed external and internal reme-
dies. Of three cases which came under his observa-
tion, one was a woman, aged fifty, whom he first saw
in November, 1889, who complained of severe neu-

ralgic pains in the left infra orbital region. The first
paroxysm came on twelve years previously, and was
attended by profuse flow of saliva. For a period of
about two years she had no recurrence of the attacks,
but during the past ten years she had many attacks
daily during the winter months of these years. She
was entirely free during the summer months. She had
been perseveringly treated by many different physi-
cians, but with very little relief. Dr. Stewart advised
stretching the nerve, and Dr. Shepherd of Montreal
performed the operation in December, 1889. She re-
mained entirely free from pain for thirteen months
after the operation. In January, 1891, the pain re-
turned iu the same spot, with much of its old-time
severity, but only lasted a few weeks. For the past
six months she has remained entirely free. A second
case was a woman, aged sixty-five, who was never
affected with neuralgia until after her sixty-first year.For a period of four years she had been troubled with
severe darting pains in the region of the right infra-orbital nerve, and for several months before the opera-tion the paroxysms had assumed an extremely severe
form. For hours, and even for a day or two at a time,
she was not infrequently compelled to remain perfectly
quiet in tho endeavor to lessen the number of attacks.
Dr. Shepherd stretched the right infra-orbital nerve
in February, 1890, and with the exception of one
severe paroxysm a few hours after the operation, the
patient remained entirely free from pain for a period
of fourteen months. After this she had on several
occasions slight recurring attacks at considerable inter-
vals, but the intensity of tho pain never reached what
it did in the period previous to the operation. This
patient died in August of the present year, from ente-
ritis.
The third patient was a woman eighty years of age.Fifteen years ago she received a severe injury to the

right shoulder, involving the brachial plexus; sho
dates her facial neuralgia from this period. All the
teeth iu the right upper jaw had been removed, but
with little or no beneficial result. Dr. Buller, on

January 12th of the present year, stretched the infra-
orbital very forcibly, but without any solution of its

continuity, as far as could be judged. All pain
ceased from tho date of the operation. There was

complete loss of sensation and reflexes on the right
side of tho tonsil, uvula, and soft palate. Pour months
after the operation there was a return of tho old neu-

ralgic pain. Six months after the operation the
paroxysms of pain were less frequent and less severe
and she spoke of them us being quite bearable then in
comparison to what she formerly suffered.
In the three cases reported there was complete re-

lief, lasting in one for fourteen months, in another
about twelve months, and the third for four months.
These results, although not of a very enduring char-
acter, still are sufficiently pronounced to much more
than counterbalance the slight danger and distress
attending the operation performed.
Dr. Stewart, in looking up the literature of this

subject, found but few cases where the patient was
kept under observation for a period of nine months
after the operation. He believes that the percentage
where permanent relief is obtained is very small,
probably not more than five per cent.
From study of cases of neurectomy, some 250 cases

in all, Dr. Stewart believes that fully twenty per cent,
have relief extending from one to three years, and
probably ten per cent, are completely cured. Tho
showing from neurectomy is considerably better than
from nerve-stretching, but it must be remembered thut
neurectomy is an operation not devoid of danger.
Nerve-stretching is a mild operation and should al-
ways be preferred to an extensive neurectomy.Dr. Stewart has come to the following conclusions:(1) Nerve-stretching gives either complete or great
relief iu the majority of cases. (2) Relief is not per-
manent in more than five per cent, of cases. (3) Ifthe pain should return, the operation should be re-

peated even several times before resorting to a neu-

rectomy or ligature of the common carotid. (4) Ifthe pain is not strictly and always limited to one branch
of the nerve, several branches should be stretched.
(5) As relief doos not always immediately follow the
stretching, a second operation should not be under-
taken until some time bus elapsed.
ON THE DISEASES OF THE KIDNEY POPULARLY

CALLED BRIGIIt's DISEASE,
by Dr. Francis Delafiuld.
The time has come to abandon the idea that there is

such a disease as Bright's disease, und to cease from
the attempt to describe varieties of a disease that does
not exist. In classifying kidney diseases, we may do
so according to their causation, according to the char-
acter of the morbid process, or according to the" por-tion of the kidney involved. At the present time a

working classification is made most easily according to
the character of the morbid process. Such a classifi-
cation would be as follows : Acute congestion of the
kidney; chronic congestion of the kidney; acute de-
generation of the kidney ; chronic degeneration of thekidney; acute exudative nephritis; acute productive,
or diffuse nephritis; chronic productive, or diffuse
nephritis, with exudation ; chronic productive, or dif-
fuse nephritis, without exudation.

Congestion, whether acute or chronic, produces an
accumulation of blood in the veins and capillaries of
the part affected, causes local symptoms and disturb-
ances of function, and is to be relieved by means
addressed to the circulation of tho blood. Degenera- The Boston Medical and Surgical Journal as published by 
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tion, whether acute or chronic, produces changes more
or loss profound in the parts affected ; is regularly
caused by poisons, by disturbances of circulation, and
by other diseases ; produces disturbances of function
according to its severity ; may be itself a cause of
inflammation, and can be but little affected by any
treatment. Inflammation is attended with three es-
sential features, which may occur separately, or to-

gether; an escape of the elements of the blood from
the vessels, formation of new tissue, and a death of
tissue. So we speak of exudative, productive and
necrotic inflammations. Exudative inflammation is of
short duration, leaves behind it no permanent changes
in the parts affected, and can be favorably affected by
treatment. Productive inflammation runs an acute,
subacute or chronic course. It affects permanent
changes in the inflamed parts. Its acute forms are

very apt to become chronic. There is much variety
as to the relative quantity of exudation and of new
tissue. Treatment is not very satisfactory.
Dr. W. T. Gairdner, of Glasgow, speaking of the

term " Bright's disease," said that on the face of it, he
did not like it— a disease called after a man. He did
not think Bright would have wished or sanctioned the
use of his name in connection with this disease. If he
(Dr. Gairdner) went down to posterity at all, ho hoped
that it would not be either in connection with a dis-
ease or a pill or a powder. But there must have been
something of practical expediency or necessity, felt as
such at the time, in connecting Bright's name with this
disease. Blight's own position in regard to this dis-
ease is a very remarkable one. He does not attempt
to theorize about it at all. He stated faets, and care-

fully guarded himself at all points iu the statement of
these facts. What Bright said was, that there are
some organic diseases of the kidney, that is, diseases
attended by permanent changos of structure, which
are associated with dropsy and with albumin iu the
urine, and that tho association of these facts was an

important clinical indication which should bo kept in
view in diagnosis. Subsequently, in Guy's Hospital
Records, he developed almost all of what we now
know ; for example, the assooiatiou of enlargement of
the heart, and cortaiu alterations in the arterial sys-
tem. All this can be found foreshadowed, at least, in
his work. Ho did not approach a generalizing theory
of its pathology. He said that somo of these different
conditions may begin in inflammation ; he did not say
it was so. All who have accepted these doctrines and
followed on Bright's linos came to see that Bright's
disease was a term which could uot bo dispensed with
at that time. Then came tho book of Rayer, which
at once took hold of tho French school in the same

way that Bright's took hold of the English school.
Rayer had no dill'.culty about generalizing and putting
forth a theory, and he tried to cover the whole field of
Bright's disease under the term "nephrite." TIiíb had
an unwholesome influence on the French school be-
cause, by bringing in so broadly the idea of an inflam-
mation as the elementary pathology of Bright's dis-
ease, it led to bad practice, that is, tho undue use of
tho so-called antiphlogistic remedies. They had the
fear of inflammation of the kidney before their eyes,
and in the case of a dropsy woro afraid to make use of
diuretics. Then came the three-fold division of Vir-
chow : the intra-tubular or parenchymatouK nephritis,
the iutra-tubular or interstitial form, and the amy-
loid. This threefold division, with the great au-

thority of Virchow behind it, has taken hold of the
medical mind, and has led my friend and colleague,
Dr. Grainger Stewart, to speak of Bright's diseases.
The tendency has been too much to make these three
forms absolutely distinct from each other, and to over-
look what is probably the fact that there must be an

underlying unity when they all lead to permanent dis-
organization of the kidney. Dr. Guirdner believes
that the amyloid form is not, properly speaking, a
form of Bright's disease, for the amyloid change is not
necessarily a disorganizing change. As an illustration
of this, he cited the ease of a patient who had reached
the last degree of exhaustion connected witli amyloid
diseuse supervening upon disease of his bones, who
recovered completely after the performance of an op-
eration. Of the two other classes (the iutra-lubular
and the extra-tubular) there is a fairly broad clinical
distinction between the extremes, but when the sub-
ject is investigated further, I think we shall find some-

thing pathologically in common, which really forms the
essential chungo in u case of Bright's disease.
Dr. AV. T. Councilman considered Dr. Delufield's

proposition to classify the kidney diseases, not accord-
ing to the appearance of the kidney but according to
the nuture of the pathological process in the kidney,
as an exceedingly great advance. Dr. Councilman, in
his investigations of renal disease at the Johns Hop-
kins Hospital, hud attacked the subject from another
point of view,

—

from an etiological standpoint. Le-
sions of the kidney can be divided into two classes:
focal lesions and diffuse lesions. He had endeavored
to trace, in a general way, how these lesions took pluce.We might ussume that tho kidney, so long as it re-
ceives its blood-supply in normal amount, so long as
that blood-supply is of a normal nuture, so long us
there is no chungo in the blood itself, and so long
U8 the products of excretion of the kidney are not in-
terfered with, the tubes remain normal in the kidneyfor all time. In order to have change, there must bo
some alteration in the character of the blood, in the
amount of blood going to the kidneys, in the pressure
of blood, or some interference with the removal of the
excretion of the kidney. The focal lesions are pro-
duced by substances which reach the kidney in an in-
soluble form ; these are essentially the bacterial lesions
of the kidney, the tubercles, abscesses, and so on. Tho
other great class of cases, the diffused lesions, are due
to soluble substances brought to the kidney. These
substances being in solution in the blood are distribu-
ted all over the kidney, and the lesions, in consequence,
will be diffused. These are the lesions which come on
in consequence of the infectious disoases, and in con-

sequence of chemical substances whose nuture we do
not very well know, and constitute a number of the
varieties of chronic diffused Bright's disease. These
injurious substances can also reach the kidneys by way
of the ureters. Congestion of the kidney, either ucute
or chronic passive congestion, produce certain degener-ations iu the epithelium of the kidney. And further,
there are certain lesions produced iu the kidney by the
result oí the interference in the circulation by changes
iu the kidney alone : and hero come in the very im-

portant chunges in the kidney which always accompany
the amyloid process. Amyloid changes are ulmost es-
sentially confined to the glomeruli, and we know that
all the blood of the circulation of the kidney passes
through tho glomeruli first, and these being diseased we
huve certain degenerative lesions in the epithelium oí
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the kidney elsewhere directly in consequence. We can

have, as a result of all these lesions, conditions which
will be very similar indeed. It is possible that we can
have almost the same macroscopic appearance of the
kidney in a case where circulation is interfered with,
as in general endarteritis, and from tho long-continuedaction of some soluble morbific agent. In consequence
of both of these processes, changes are produced in tho
kidneys, consisting essentially of degenerations fol-
lowed by increase of connective tissue. We can have
a granular contracted kidney in any of these condi-
tions.
Dr. V. C. Vaughn thought Dr. Delafield was cer-

tainly working in the right direction. It has been very
unfortunate that we have been so long hampered with
the term Bright's disease. We all recognize that there
are diseases different in their origin aud etiology and
demanding different treatment, all coming under the
head of Bright's disease. The quicker we can get
away from the idea of unity iu these diseases the more
rapid progress we shall make.
HOW MUCH SHALL Bit INCLUDED IN THE TERM

"ALBUMIN?"

by Dr. Andrew H. Smith.
With the discussion of Bright's diseuse the question

of the significance of albuminuria is inseparably con-
nected. But as preliminary to determining whether
we have albumin in the urine, we must decide as to
what, or rather how much, shall be included in the
term albumin. Some studies which I have recentlymade seem to show that albumin, or, to be more pre-
cise, serum albumin, is a very indefinite term, in fact
that it does not represent any definite chemical sub-
stance. Thus I find that a solution of Merck's pure
serum albumin in water will give when boiled a pre-
cipitate. This being filtered out and the filtrate
treated with nitric acid, a second precipitate is formed.
Filtering again, and adding a strong solution of mer-
curic bichloride, we get a third precipitate. Filtering
once more, and agitating the filtrate with ether, a

precipitate is formed which rises slowly to the surface.
Finally, after filtering this out, agitation with chloro-
form throws down a dense white fifth precipitate.Here then we have five distinct precipitates formed
successively from the same portion of a solution of
pure serum albumin, and I have no reason to suppose
that I have exhausted the possibilities in this direction.
From these observations, coupled with the fact that
chemists have never been able to i\x upon a definite
formula for albumin, no two specimens giving the
same result on analysis, I think we are justified in the
inference that there is no body having u definite
chemical composition to which the name albumin can
be affixed, but rather that albumin like the contents of
a brewer's vat, is a transition substance, the exact
composition of which changes by insensible grada-tions as the transition advances, and thut any given
specimen is simply a mixture of different gradations,
some of which respond to one test and some to an-
other.
Clinically, what sort of a precipitate shall bo con-

sidered to decide whether a patient has or has not
albuminuria? Shall it be the one obtained by heat,
or the one by nitric acid, or tho one by picric acid, or
the one by Tanret's test, or the one by Millurd's test,
or the one by bichloride, or the one by ether, or the
one by chloroform, or the one by some other " moro

delicate" test yet to be discovered? It is very im-
portant that this should be settled beforo wo pass sen-
tence upon a patient, particularly as at least two of
tho precipitates which I have obtained from serum
albumin can be obtained from the urine of every per-
son in this hall. Normal urine agitated with ether will
give a more or less abundant precipitate precisely simi-
lar to that from serum albumin. Filtering (his out, and
agitating tho filtrate with chloroform, we get a pre-
cipitate which again is precisely similar to that from
serum albumin ! Filtering this out, and agitating the
filtrate with chloroform, wo get a precipitate which
again is precisely similar to that from serum albumin.
The inference which I draw from this is, that under
normal conditions there is an excess of nutritive ma-
terial in the blood, and that a considerable share of
the albuminous portion of this excess passes out
through the kidneys, without haviug become at any
time a part of the tissue. This overflow contains
albuminoid material in various stages of elaboration,
any stage of which may cause a response to some one
toBt but not to others. There is no definite line of
demarcation between those albuminoid substances
which are normally present in the urine and those
which are abnormal. The moBt we can say is that
urine which responds to tho coarser tests, such as heat
and nitric acid, is more likely to be abnormal, while
the more "delicate" tests may show normal as well as
abnormal constituents of the urine. Certainly ether
and chloroform aro tests so "delicate" that if their
evidence were admitted, all the world would have
albuminuria.
Dr. W. T. Gairdneii: With respect to the sub-

stances which Dr. Smith obtains from normal urine,
he did not believe it had any pathological analogy
with the albumin which is found in Plight's disease.
He would never pronouuco the fate of a man upon
any other test than those of nitric ucid and heat.
Dr. Vaughn thought that ull of these so-culled

"delicute" tests for ulbumin were fallacious. It is
better to overlook a case of Bright's disease that ac-
tuully exists than to pronounce a man in perfect health
us having Bright's disease.
Dr. J. P. C. Griffith, after examining the speci-

men exhibited by Dr. Smith, containing the precipi-
tate obtained by tho chloroform, thought that it was
not a precipitate but an emulsion.
Dr. Smith said that he hud taken the precipitate .

with chloroform, dried it at a temperature of 150° and
obtained a solid residuum. We aro constantly liable,
be thought, in our " delicate " tests to confound albu-
min with something that is normally in the urine.

BRADYCARDIA IN ACUTE ARTICULAR RHEUMATISM,
by Dr. I. E. Atkinson, of Baltimore.Bradyoardia, or abnormal infrequency of the pulsa-
tions of the heart, is present, according to several re-
cent writers, whenever the heart-beats fall below sixty
in a minute. It is undoubtedly a very rare symptom
during the course of acute articular rheumatism, and
nearly all writers upon this disorder do not refer to it.
Statistics show that it is usually during convalescence
from, and not in the course of rheumatic fever that
bradyoardia bus been encountered, und that when thus
occurring it usually has its origin iu a cause common
to convalescence from a number of acute febrile dis-
orders. But it is not the object of the paper to discuss
bradyoardia as an epiphenomenou of convalescence ;
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the rare phenomenon of bradycardia during the course
of and not after acute rheumatism is more especially
considered, first in its clinical and then in its etiologi-cal relations.
Dr. Atkinson here gave in detail two cases which

had come under his own observation, and one case each
from Blachez, Peacock, Bouillaud and MacDonnell.
In his first case pericarditis was present, and a systolicbasic murmur developed and persisted. In his second
caso there was pericarditis with slight effusion. Peri-
carditis was also present in the cases of Blanche/ and
Bouillaud. In Peacock's case there was sharp pre-cordial pain and a systolic basic murmur developed ;
and in MacDonnell's case a soft blowing systolic mur-
mur appeared and disappeared. Blanche/ thought thebradycardia in his case was intimately related with the
inflammation of the serous membrane, probably to the
more or less profound modification which the superfi-cial muscular layers from the heart experience from
the pericarditis present. Most writers upon diseases
of the heart refer to the occasional slowing of heartaction in pericarditis, though, since the phenomenon is
quite rare, specific examples of such occurrence are
quite uncommon. Graves has known the pulse to be
less frequent than in health during the first stage ofpericarditis. Ozanam notes that a rare pulse at the
beginning of an acute cardiac affection ordinarily indi-
cates the invasion of pericarditis or of endocarditis.
Hero the phenomenon of slowness, as contrasted with
the ordinary pulse of inflammation, is accounted for by
an excitation of the viigus nerve. Similar observations
are made by a number of writers. There are a num-
ber of recorded observations of bradycardia develop-ing during the period of serouB effusion into the peri-cardial sac. Dr. 1). W. Premiss, in 1889, in a paperread before the Association, presented abstracts of
ninety-one cases of slow pulse which ho had found re-
corded in medical literature. In two of these cases
the bradycardia was associated with pericardia) effusion.
In view of the various factors that it is possible to

imagine as provocative of bradycardia it would be un-
wise to deny the power of rheumatic principles circulat-ing iu the blood to slow the action of the heart, work-
ing upon the muscle itself or upon its nerves, as is as-
sumed by Grob; and it would be equally unwise to
assert that when bradycardia develops during acute
rheumatism, it may not depend upon rheumatic myo-carditis, with or without endo-or pori-cardial inflamma-
tion. It would seem, also, that not only may brady-
cardia arising during the height of the rheumatic fever
but, not infrequently, that developing during the de-
cline and even after the subsidence of this affection
be attributable to conditions in which the inhibitory
nerve of the heart may be involved in irritation and
that therefore, Traube's theory of "heart-tire" may
uot answer for all, even post-rheumatic bradycardia.The following conclusions were presented: (1)Bradycardia is observed rarely during the active stageof acute inflammatory rheumatism. It occurs with
greater frequency during convalescence from this dis-
ease. (2) When it occurs during convalescence, in
most cases, probably, it is identical with bradycardiafollowing acute fobrile diseases of widely different
nature and directly the result of the febrile action it-
self upon the innervation or musculaturo of the hoart.
(8) When it occurs during tho active stage of rheu-
matic fever, it probably depends upon endocarditis or
pericarditis or myocarditis (primary or secondary, by

extension) whereby the inhibitory nerves of the heart
are implicated and consequently stimulated. Even
where the physical signs of cardiac inflammation are
abseilt, bradyoardia occurring during the acute stage
of rheumatism may bo secondary to undetected myo-
carditis stimulating the vagus nerve. (4) It is possi-
ble, but exceedingly improbable, that this symptom
may follow tho uction of the rheumatic noxa upon the
cardiac muscle or nervous system directly.
Dr. Pepper related u very interesting ease which

he had recently seen, where, without any apparent
canse, a middle-aged man became the subject of " dia-
phragmatic palpitation " with bradyoardia. He has
attacks with respiration about 110, and pulse 50; he
punts like a hunting dog after a chase for hours and
days, while able to go about und take food and sleep.Another peouliar cuse of bradyoardia under his obser-
vation was that of u child with erysipelas of the face.
There wus a sudden recession of the erysipelas with
development of acute local peritonitis in the epigastric
region, with high temperature and bradyoardia. Grad-
ually the peritoneal symptoms subsided and the pulse,
respiration and temperature became normal. Dr.
Pepper bud seen a number of cases in bis practice, of
acute pericarditis with bradyoardia.Du. Ord, of London, was much interested in Dr.
Atkinson's paper, because it called attention to the
occurrence of slow pulse where the temperature is still
raised. For many years ho has thought it probable thatthe pneumo-gustric nerve itself plays an important partin the phenomena of acute rheumatism. We see
structures, the myocardium, the peri-und endo-cardium,
with which it has important relations, taking on active
inflammation quite out of all proportion, in many
cuses, to the intensity of the joint inflammation, but
having a very considerable relation with the tempera-
ture. Then there is the remarkable phenomenon of
the skin perspiring profusely when the fever is runninghigh. And there is a great tendency to hyporpyroxia.All these seem to indicate that the system of the
pneumogastric exercises an important part in the phe-
nomena of acute rheumatism.
For years he bus had the idea that acute rheuma-

tism is to be regarded us the work of nerves excited in
various ways— by strain, by reflex irritation. This
would most probably explain the acute rheumatism
which is apt to follow parturition, and the acuto
rheumatism which occurs in lactation, and that follow-
ing in acuto quinsy.
During the past six or seven years ho bus been ex-

amiuing carefully u large number of cuses of gastriculcer in which unouniu was well marked, and has found
physical signs which seem to indicate the process of
pericarditis with effusion ; iu some cases endocarditis
with affection of the mitral valve ; and in some cases
myocarditis. If in these cases, without fever, without
prostration, there is a setting up of inflammation about
the heart, how can we account for the inflammatory
process coming about ? It is probably through reflexirritation conveyed up and down the fibres of the
pneumogustric. Of course, both the gastric ulcer and
the cardiac mischief may be tho result of the pneumo-
gustric becoming irritated iu an amende person.
Referring to Dr. Atkinson's cases, ho thought thebradyoardia in them would fit iu with his idea of the

pneumogastric exercising some function in acute
rheumatism.

(To be continued.)
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AMERICAN SURGICAL ASSOCIATION.
Twelfth Annual Meeting held in Washington

Sept.. 22-25, 1891.
(Concluded from No. 15, page 381.)
FRIDAY.— THIRD DAY.

The committee to which was referred the sugges
tions in the President's address, offered the following
resolution, which was adopted :
" Resolved, That the President appoint a committee

with authority to confer with the friends and admirers
of Professor S. D. Gross, and with the profession at
largo, for the initiation of a movement on the part of
the Association, having for its object the erection of a
monument to Dr. Gross, in the city of Washington."
As the matter is an important one, the President

stated that he would announce the committee in a few
days.
TREATMENT OF FRACTURES INVOLVING THE ELBOW-

JOINT,

by Du. Lewis A. Stimson, of New York.
The special interest of the subject arises from the

frequency with which fractures of the lower end of the
humérus are followed by more or less diminution of
tho functions of the elbow-joint, and by deformity of
the region or of the limb. The paper was devoted
mainly to a consideration of the causes of these unfav-
orable results.

Causes of Limitation of Motion.— Permanent stiff-
ness after simple fracture is commonly duo to change
iu the shape of the articular surfaces or in their rela-
tions to one another, that destroys the coincidence of
the axis of curvature with that of motion ; or to an

overgrowth of hone upon the surface of the humérus,
arresting the movement of the olecrauou or coroiioid
process ; or to more or less extensive ossification of
the ligaments and capsule.
Overgrowth of bone from traumatism is more fre-

quent in the young than in the adult. As limitation
of motion may bo caused by bony outgrowth from the
humérus, itself the result of a persistent displacement
of a fragment or of separation of the periosteum, the
most ellicient way to prevent it lies in an exact diag-
nosis and reduction of displacement and in tho avoid-
ance of any subsequent irritation of the periosteum.
Limitation of motion from thickening of the capsule

and peri-articular tissues by the products of inflamma-
tion, is, as a rule, a temporary condition. In the more
permanent form the lesions are more extensive ; the
soft tissues are torn and a true cicatrix results. The
thickened tissue may become ossified in whole or in
part. This cause of liiniiaiion has been attributed,
but improperly so, to prolonged immobilization, and
has led to the practice of passive motion in the early
stages, with the object of preventing its occurrence.

Observation and experiment has, however, shown that
immobilization is not itself a cause of ankylosis, but
that it is an ellicient agent against inflammation, and
that passive motion is powerless to prevent ankylosis
when conditions contributary thereto are present.
Passive motion, therefore, is either harmful or useless.
The primary cause of the exudation and of the prolif-
eration of connective tissue that are the anatomical
obstacles to motion is, of course, the original trauma-
tism ; the secoudary cause is the following reaction.
The only factor that can be increased or diminished
by treatment is the second, that is, the inflammatory

reaction. Rest is universally admitted to be the best
antiphlogistic measure that can be applied to an in-
flamed joint. An important disudvuntage of rest at
once suggests itself, namely, that the torn tissues may
unite with shortening. Both clinical observation and
theoretical considerations indicate that passive motion
in the early stage does not avoid this disadvantage,
but actually increases it. In the present state of our
knowledge it seems that a certain umountof limitation
is unavoidable. Massage, however, hastens the ab-
sorption of exudation and the restoration of mobility,
as does also permanent elevation or suspension of the
limb. Reunion with shortening may be opposed by
change in the attitude of the limb every few days. At
a Inter period pussive motion lias its value, but in the
early stages it is to be avoided.
In regard to deformity, reference was made to only

one, that commonly known as the "gun-stock" de-
formity, due to unreduced displacement of the internal
or external eondyle. In order to avoid this deformity,
the displacement should be reduced by pressure upon
the fragment or by abduction of the extended forearm
until its outward deviation is equal to that of its fel-
low, und immobilization by dressings that will not re-
produce the displacement.
Treatment.— Tho first element in the treatment is

the reduction of the displacement ; if necessary, an
anaesthetic should be employed. In supru-condyloid
fractures permanent traction is usually necessary to
overcome the displacing action of the flexors and ex-

tensors. This can be effected by vertical suspension
of the limb, the patient being kept in bed, or by a

weight suspended from the upper part of the flexed
forearm while the patient is erect. The former method
was recommended for the first fortnight of treatment,
especially in compound fractures. Suspension is
mudo by strips of adhesive plaster placed ulong the
front and back of the forearm, and attached to the
support by india-rubber cords or a weight and pulley.
In simple fractures the other method muy be em-

ployed. The limb is encused in plaster-of-Paris, with
the elbow at a right angle, the wrist being placed in u

sling and u weight not exceeding five pounds suspended
from the elbow.
In iuter-condyloid fractures with marked separation,

there is no pructieuble means of surely maintaining re-
duction, and considerable limitation is to be expected.
In these cases a broader, heuvy posterior splint, cover-
ing about two-thirds of the circumference of the limb,
the elbow being at u right ungle, was recommended.
In fracture of either eondyle the treatment is by a

posterior rectangular splint either of metal or plaster.
The forearm bus been supported across tho chest by u

sling at the wrist. In some eases treatment in full
extension has been employed. After this method bus
been used for the first ten days or fortnight, recourse
is bud to the position with the elbow at u right angle.
Gentle massage will hasten convalescence. It may

be advisable to change the position of the limb during
treatment; and if great limitation is to bo expected,
that attitude should be given to the joint in which, if
stiff, the usefulness of the limb will be greatest. In
supru-condyloid and inter-condyloid fractures, the splint
should be worn six weeks, and in fractures of the con-
dyles for about four weeks. After removal of the
splint, the arm should for a few days be supported in
a sling. If necessary, passive motion may at this time
be resorted to, to increase the range of motion.
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Dr. N. P. Dandridge, of Cincinnati, agreed with
what had been said by the reader of the paper, and re-
ferred to two cases occurring under his observation.In one case of simple fracture from great violence, inwhich non-union had occurred, the arm was treated in
a position of almost complete extension. The second
case was one in which, after fracture at the elbow-joint
a projection of bone pressed upon the median nerve,causing severo pain and atrophy of the muscles iu the
distribution of tho nerve. The case was seen three
months after the accident. Removal of the bono was
followed by relief of the pain and a gradual restora-tion of the function of the muscles.
Dr. R. A. Kinloch, of Charleston, thought that insimple fractures about the elbow, if seen early, and

the ordinary principles in regard to the treatment of
fractures be applied, the result would bo good. Prob-
ably in a large number of cases we must expect somerestriction of movement. The most important elementin the treatment is the proper reduction of the frag-
ments. This should be done at once, an anaesthetic
being employed if necessary. The proper reduction
of the fragments is determined by testing the func-
tions of tho joint. The second indication is to retain
the fragments in the proper position. If the case is
treated with intelligence, it makes little difference
what way the splint is applied, or whether it is treated
iu flexion. The position is to be determined largelyby the peculiarities of the individual case. He was
himself inclined to favor the extended position. In
regard to passive motion used early, he thought thatit did more harm than good. If the parts have been
properly reduced and hold in position, and there is no
danger of subsequent trouble, passive motion may be-
gin in three or four weeks.
Dr. E. M. Moore, of Rochester: lu a fracture of

the internal condyle the cause of the displacement isthe flexor muscles, and to relax these muscles the arm
is to be placed in the flexed position. In fractures of
the external condyle, he had also found this positionthe preferable one, for when the forearm is flexed, the
dense fascia on the front of tho arm is rendered tense
and acts as an efficient splint. Me objected to the ex-
tended position entirely. He treats all fractures
about the elbow-joint, with the exception of fractures
of tho oleeranon, in the rectangular position for the
first ten days or two weeks. Lateral splints are used
with the object of pressing the fragments together.After the tenth day the fracture is dressed everyother day, the angle of the splint being changed a
little each time so that tho arm passes from almost
complete flexion to almost complete extension. He
had never had the slightest difficulty in any case since
adopting this mode of treatment.
Dr. James 31. Cann, Pittsburgh, said that it was

not always easy to determine the exact nature of these
fractures about the elbow-joint, even with the patientunder the influence of an aniesthetic. AVhile the pa-tient is under the anii'sthet'c the preliminary dressingshould bo applied. He recommended the use of the
internal angular splint, preferably that suggested byDr. Packard. He did not favor the use of passivemotion at an early stage. Passive motion should not
be resorted to prior to the twentieth day.Dr. John B. Robicuts, Philadelphia, thought thatthe teaching advocated by some of the speakers was
to a largo extent dangerous and incorrect, that is, that
injuries about the elbow-joint should bo treated in the

flexed position. He believed that except in unusual
cuses these fractures should be treated in tho extended
position, according to the doctrine advocated by Dr.
Allis. In this way the gun-stock deformity is avoided.
He now approached fractures of the elbow with the
sume certainty of getting a good result as he did frac-
tures of the lower end of the radius.
Dr. S. H. Weeks, Portland, dwelt upon the fact

that ¡ill authorities, with few exceptions, advised the
flexed position in the treatment of fractures about the
elbow-joint. Until there was more positive evidence
of the value of the extended position, he thought itbetter to continue to treat these fractures in the flexed
position. He employed passive motion in a modified
way. After two weeks' treatment the splints are re-

moved, and the joint moved gently, but not sufficiently
to cause pain. This simply alters the relations of the
purls without doing uny damage.Du. L. McLanic Tiffany, Baltimore, thought that,
us good results were reported from vnrious dissimilar
methods of treatment, we must conclude that the
prognosis of elbow injuries depended more upon the
putient than upon the surgeon. Fracture of the elbow
is rare in adults and common in children; and ill chil-
dren, with reasonably good treatment, there should be
a good result, and by the time adult age was reached,
the motion would be almost perfect. In the adult the
prognosis is more grave, lie hud hud good results
both with the flexed and with the extended position.In compound fractures, the secret lies in the relief of
tension, irrespective of the apparatus employed. Incis-
ion up und down the arm, through the strong fascia,
should be made as freely as may be required.
RETRO-PERITONEAL TUMOttS : THEIR ANATOMICAL
RELATIONS, PATHOLOGY, DIAGNOSIS AND TREAT-
MENT, WITH REPORT OF CASES,

by Dr. Albert Van der Veer, of Albany.
As our experience in abdominal surgery increases,

we find that there are yet many problems that con-
front us ; and of these problems there are none which
require more careful research and are capable of greater
improvement, both in operative management and in
prognosis, than new growths arising from the retro-
pentoueal space, lu order to bring this subject more
fully to the attention of the Association, the following
cases are reported :
Case I. Miss S., age forty-two years, consulted thoauthor in March, 1882, on account of a tumor located

in the back. This was first noticed fifteen years previ-
ously. Examination showed a large tumor attuched
to the right side of the spine at the level of the first
lumbar vertebra. It seemed attuched to surroundingtissues, of a smooth contour, and hard to the touch.
Operation was advised, but declined. The tumor con-
tiuued to increase in size until November, 1888, when
she died from other causes. The autopsy showed the
origin of the growth to be the connective tissue about
the right kidney. It was encapsulated, and could have
been easily removed. It weighed eight pounds. The
microscope revealed the presence of fat and myxoma-
tous tissue, with an abundunt small, round-cell infiltra-
tion.
Case II. Mr. V., age forty-one years, married,

was first seen May 28, 1889. Five years ago strained
his buck. The puin following this bus not been re-
lieved by any treatment. Three months ago he be-
came worse. The abdomen began to enlarge. The
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pain was more severe. He lost appetite and flesh.
The ankles became oadomatous, and a distressing coughdeveloped. The urine was scanty and high-colored,but free from albumin and casts. The abdomen was
more prominent on the right side. Fluctuation could
not be elicited, but palpation gave an impression similar
to that of a lipomatous tumor. On the right side there
was flatness from the nipple to the crest of the iloum,
with the exception of a narrow space along the border
of the ribs, where there was a zone of resonance. The
probability of the growth arising from the kidney was
strong, and an exploratory abdominal section advised.
This was done June 1, 1889, an incision five inches

long being made over the external border of the right
rectus muscle. The growth was reached and the cap-
sule divided, but from its attachments it seemed futile
to attempt its removal. The patient recovered from
the operation, and for a considerable period was re-
lieved of pain. The growth continued to increase in
size, and tho patient died Oetober 21, 1889. The
tumor, which weighed fifty-six pounds, originated be-
hind the peritoneum, and was attached to the right
kidney. The microscope showed it to be an adipose
tumor, presenting a condition of myxo-sarcoma with
sarcomatous infiltration.
Case III. Mr. N., age thirty-nine, a brass-worker

by occupation, began to have vague abdominal symp-
toms late in the year 1888, with failure of flesh and
strength. In June, 1889, he developed jaundice, and
a tumor was found in the left hypochondriac aud lum-
bar region. This was as large as a child's head. An
exploratory operation was advised, but refused. It
was believed that the growth was connected with the
left kidney. The tumor continued to grow ; and in
November, 1889, the patient died. Tho tumor was
found to have sprung from the region of the left supra-
renal capsule, and involved it ; it also surrounded the
kidney. It weighed six and one-eighth pounds. The
microscope showed an appearance similar to that in
Case II, but with a greater preponderance of sarcoma-
tous and myxomatous elements.
A careful study of the reported cases aud of the

literature of the subject impresses one with the belief
that the most frequent origin of these growths is in the
connective tissue of the capsule of the kidney, and that
the next most frequent seat is the supra-renal capsule.None if these tumors can be said to be absolutely be-
nign, even those which are made up entirely of histo-
logical elements, such as lipoma-fibroma or myxoma.
While they show no great tendency to recurrence after
complete removal, yet from the great size to which
they develop and their tendency to undergo degenera-
tive changes, they cannot be classed as innocent growths.
In many of the reported cases the origin is not

stated; and indeed it would, from the subsequent
changes in anatomical relations, seem quite impossible
to determine the exact origin of many of the large
retro-peritoneal growths. They almost always present
themselves in the line of least resistance, that is, an-
teriorly. A careful study of these tumors shows them
to be of a mixed variety, containing both the elements
of the lipoma and myxoma tissues, which are histori-
cally very closely associated. Fat is developed from
embryonal mucin, and in post-foetal life occupies those
spaces in the economy which later in the foetus is of
myxomatous elements. Doubtless many of these
growths arise, under suitable conditions, from congen-
ital neoplasms. The growths often become cystic,

and reach immense proportions. They often present
a numerous, round-cell infiltration, pointing to a sar-
comatous element. Sarcoma, either in its typical form
or in combination with other tissues, often occurs.

Diagnosis.— There is not a single symptom that is
pathogenic, and the diagnosis is more dependent upon
the process of exclusion. Tumors of the other ab-
dominal and pelvic organs, as well as aneurisms and
tumors of the abdominal wall, must be excluded. As
already slated, many of these tumors huve their origin
in the cupsule of the kidney or the connective tissue
surrounding it. These present, in their eurlier stuges
at least, physical signs differing in no respect from
tumors of the nephritic parenchyma. In none of the
cases reported has renal haemorrhage or albuminuria
with or without casts occurred

—

conditions which are
the rule with tumors of the parenchyma of the kidney.
A valuable adjunct in the diagnosis consists in noting
the relation of the tumor to the intestinal tube, as shown
by the insufflation of hydrogen gas.
Prognosis.

—

Without operative interference there
is but one termination, the rapidity with which the
fatal result is reuched varies with the character of the
growth. The mean duration of life after the discovery
of the tumor is about nine months. Operative treat-
ment offers much promise. The immediate mortality
of the operation is great, yet from the hopelessness of
the condition, it is to be urged with greut earnestness.
In operations for the removal of retro-peritoneal

growths, the choice of incision will usually fall in the
line of the linea semilunaris. By the separation of
the peritoneum from the internal border of the tumor,
it may be attached to the internal border of the ab-
dominul wound, making the whole field of operation
extru-peritoneul. The incision of the posterior fold ofthe peritoneum should be external to the uttuchment
of the mesentery of the colon, although not absolutely
necessary. In the removal of the growth by enuclea-
tion, care should be taken to determine the source of
the blood-supply and the relation of the great vessels.
There are likely to be large, thin-walled veins deep in
the wound, requiring ligature. At times it will be
found necessary to remove the kidney with the tumor.
As in all abdominal work, tho operator should be pre-
pared for any and every complication. Aftor euuclea-
tion, the cavity must be thoroughly drained. The
after-treatment is the same as after other severe ab-
dominal sections.
Like all other conditions in surgery, there is cer-

tainly a better understanding of these cases going on.
A more correct and early diagnosis, as is the case in

all that pertains to medicine and surgery, will surely
bring a larger percentage of recoveries.
These are purely surgical cases, no medicines, no

mineral wutors or baths, electricity or other lines of
therapeutics huving, us yet, been of any service.
To the paper was appended a complete bibliography

of retro-peritoneal new growths.
1NTRA-TIIORACIO SURGERY: BRONCHOTOMY THROUGH
THE CHEST WALLS FOR FOREIGN BODIES IM-
PACTED IN THE BRONCHUS,

by Dr. DeForrest Willard, Philadelphia.
Dr. Willard gave the results of a number of experi-

ments on dogs, in which an opening wus made in the
chest walls, one or more ribs excised, and the bronchus
thus reuched either anteriorly or posteriorly. The
operations were all fatal.
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The following conclusions were presented :

(1) In dogs, the bronchus can be reached, either an-
teriorly or posteriorly, through the chest walls ; but
the anatomical position is in such close proximity to

large and important structures, that safe incision is a
matter of extreme difficulty and danger.
(2) Bronchotomy through the walls of the thorax

is an operation attended with great shock from collapse
of the lungs, and until the technique is farther ad-
vanced, is liable to result in immediate death.
(3) Collapse of the lung is more serious in a healthy"

organ than in one previously crippled by disease.
(4) The serious inneren t difficulties are shock, suffoca-tion from lung collapse, enormous risks of haimorrhage

from pulmonary vessels, injury of or interference with
the pneumogastric nerve, great and fatal delays owing
to the exaggerated movements of the root of the lung
caused by the excessive dyspnoea.
(5) Closure of the bronchial slit is slow and danger-

ous. To leave it open causes increasing pneumothorax
by its valve action, and also permits the entrance of
septic air into the pleural cavity.
(6) Although a foreign body can be reached by this

route, yet removal is hazardous. To Becure a subse-
quent complete cure soems, iu the present state of
knowledge, very problematical.
(7) When the presence of a foreign body in the

bronchus is definitely determined, and primary volun-
tary expulsion has not been accomplished, there is
great danger in permitting it to remain, even though
it may but partially • obstruct tho tube. The risks,
both of immediate and of subsequent inflammation, are
serious.
(8) Low tracheotomy is then advisable when the

presence of a foreign body is certain. It adds but
little to the risks, and affords easier escape for the
object, even when extraction is not feasible.
(9) Subsequent dangers arise from severe and pro-

longed instrumentation, not from tracheotomy.
(10) Voluntary expulsion is more probable after

than before tracheotomy.
(11) Tracheotomy is permissible even after an object

has been long in position, unless serious lung changes
have resulted.
(12) The question of tracheotomy will dopend largely

upon the form, size and character of the foreign body.
(13) The terra bronchotomy should bo limited to an

opening of tho bronchus, and should not be employed
to designate higher operations.
(14) The 1-ÍBkB from thoracotomy aud bronchotomy

following unsuccessful tracheotomy are rauch greater
than the dangers incurred by permitting tho foreign
body to remain.
Dr. J. R. Weist, of Richmond, said that from a

study of one thousand cases in which a foreign body
was impacted in a bronchuB, he had reached the con-
clusion that the chances of the patient wore better if
left alone than if au operation of what was formerly
called bronchotomy was done.
Dr. S. II. Weeks, of Portland, thought that in

these cases tracheotomy should be performed, as this
affords a chance of reaching the foreign body, and also
offers a chance for the spontaneous expulsion of the
body. It occasionally happens that tho body is forced
up against the vocal cords and then falls back, or else
suffocates the patient before relief could be afforded.
Ile reported the case of a child ton years old, who had
gotten into the trachea a screw-cap that was used to close

a pocket flask. It had been there several days before
the patient came under observation. It was decided
to open the trachea. This was done, and the patient
suspended ; but the foreign body did not escape. The
patient was then placed in the horizontal positiou, and
the attempt was made to remove the cap with forceps.
It could be felt, but not grasped. After working un-

successfully for some time, the patient was again sus-

pended, and the attempt with the forceps renewed,
and at once the body was grasped and removed. Tho
patient made a perfect recovery.
Dr. Kingston, of Montreal, reported a case in

which he had removed an artificial incisor tooth with
its attachments from the trachea, where it had remained
for three months. The operation necessitated prolonged
manipulation, but was followed by no bad results.
Dr. Howard Marsh, England, thought that ou

account of the danger of leaving the foreign body iu
the bronchus, the uncertainty in regard to the possi-
bility of removal until the attempt is made, and the
safety of tracheotomy, the operation should be per-
formed. The operation should be performed in all
these cases, as it gives the patient a chance where
otherwise he perhaps has none.
Mit. Arthur Edward Durham, of London, agreed

with the author of the paper that the operation through
the chest wall was a dangerous and doubtful procedure.
The more he saw of these cases the more satisfied was
he that the proper thing to do where there is clear
evidence that a foreign body is impacted in the
bronchus, is to open the trachea low down, and en-
deavor to remove the foreign body or to facilitate its
spontaneous expulsion. This opinion was the result
of considerable experience.
Dr. Louis A. Stimson read a paper on
old unreduced dislocations of the elbow.

Tho following papers were read by title :

fractures involving the upper third of the
femur, exclusive of the neck,

by Dr. O. H. Allis, Philadelphia.
FRACTURES OF THE BONES WHICH FORM THE ELBOW-

.IOINT, AND THEIR TREATMENT,

by Dr. Levi C. Lane, San Francisco.
HEMIPLEGIA WITH APHASIA, FOLLOWING LIGATURE

OF THE COMMON CAROTID ARTERY,
by Dr. J. Ewing Mears-, Philadelphia.
INVESTIGATION OF PISTOL-SHOT WOUNDS OF THE

SKULL, AND THEIR TREATMENT,1
by Dr. E. H. Bradford, Boston.
THE RESULTS OF EXPERIMENTS IN THE FILLING OF

BONES FOLLOWING OPERATIONS FOR CARIES,
by Dr. E. II. Buadford, Boston.
After extending a vote of thanks to the retiring

President, the Association adjourned, to meet in Bos-
ton, Mass., in June, 1892.

Considering the present condition of the streets
of Boston, notices like the following, to be seen at the
ends of open street-cars, are especially timely :

AVOID- 1776—ACCIDENTS.
DO NOT OICT OFF THIS CAB WUILK IT IS IN MOTION.

1 See page 4(10 of the Journal,
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